I n 1997, the lower Diet of the Japanese parliament passed a law defining brain death that set the country on a course marked with cultural controversy, confusion, and hope. The law was not passed in the upper Diet, however, which resulted in a compromise between the medical community and the legal establishment in terms of determination of death. Brain death could be declared only if the deceased was a card-carrying organ donor. 1 Much like the brain death law in the United States, the Japanese law states that the electroencephalogram must be reviewed by 2 physicians who are not involved in the actual organ procurement process. There must also be support and acceptance from the potential donor's family. If, upon the potential donor's clinical brain death, there is no written declaration of intent to be an organ donor, the definition of brain death cannot be legally applied.
Although Japan has reported successful transplantation from living related donors of kidneys and livers, cadaveric donations have been mired in legal and ethical issues which are clearly entrenched in deep cultural and religious traditions. The preservation of life, promotion of good health, and a harmonious relationship with nature are 3 basic principles of the Shinto faith, which is the faith most commonly observed by Japanese families. Many Eastern religious practices include beliefs about death taken from the Tao and Buddhism. 2 Beliefs such as Taoism, Zen Buddhism, and Confucianism stress the integration of body, mind, and spirit. 3 Therefore, to remove any organ from the deceased would disrupt the body and, ultimately, the soul. Such beliefs may take generations to reshape.
The legal, ethical, and religious debates have forced the Japanese to travel to Australia, Europe, and the United States when confronted with the need for heart or lung transplantation. Japanese transplant recipients have maintained a low profile in Japanese society until recently. Since the passage of brain death legislation, albeit a weak approval, transplant recipients perceive more social acceptance, which enables them to embark on a crusade for organ and tissue donations. Although few in number, these courageous heart, lung, and liver recipients are on a mission led by several physician pioneers who strongly support and recognize the need for change.
Also in 1997, Dr Yasunaru Kawashima of Osaka, Japan urged the board of directors of the International Society for Heart and Lung Transplantation (ISHLT) to plan its 2000 meeting in Japan, in the hope of focusing the Japanese public's attention on the value of organ and tissue donation and transplantation.
Recognizing that Japan could be perceived as a great distance to travel for many European and American ISHLT members, the board acknowledged its responsibility to bridge a gap in the ISHLT's international purpose. ISHLT members from Australia and the western United States had hosted the families of Japanese transplant candidates, clearly recognized the dilemma for patients, and agreed that having the ISHLT meeting in Japan would benefit all participants. No one, however, would truly understand the benefit nor appreciate the value until April 2000. The ISHLT meetings in Osaka were outstanding, with a true core of international representation. Our Japanese hosts were most accommodating and welcomed the 1200 physicians, surgeons, social workers, and nurses to report scientific outcomes. The programs were followed by the Japanese press as well as by the Web site Medscape, whose transplant editor and staff provided virtual coverage of the meeting from Japan to colleagues around the world. Competition for press coverage and public attention was heavy at the time of the ISHLT meetings because of the eruption of the volcano in Hokkaido and the sudden illness of Japan's prime minister. However, on April 4, as if to mark the opening of the meetings, a young girl received a heart from Japan's fifth cadaveric donor, and several ISHLT physicians were invited to consult on her case as she recovered from surgery.
Although still uncertain about the transplant process, about 70 Japanese nurses and medical students and at least 1 procurement coordinator attended a preconference meeting on April 3, sponsored by the Japanese ministry of education and led by Drs Kawashima and Ryota Shirakura. Four nurses and a social worker spoke about the roles of transplant coordinators, nurse researchers, and social workers, in a 4hour session that included simultaneous translation. The Japanese attendees asked questions and took part in a dialog with presenters. The roles of transplant social workers and clinical transplant coordinators were of interest to our colleagues in Japan, as these roles are not currently a part of the Japanese health-Editorial Transplantation in Japan: the crusade begins care system. Several nurses expressed interest in developing the clinical coordinator role and have begun e-mail correspondence with ISHLT nurses.
At no time during our brief stay in Japan were the meetings more moving than in Tokyo, where several members of the ISHLT were invited to speak to a group of courageous crusaders. The US delegation included Dr Hillel Laks of the University of California, Los Angeles; Drs Robert Shaddy and David Taylor of University of Utah Medical Center, Salt Lake City; Wayne Paris, Nazih Zuhdi Transplantation Center, Oklahoma City; and Linda Ohler of the National Institutes of Health, Bethesda, Md. The Tokyo meeting was organized by Dr Shinichi Nunoda, a cardiologist in Tokyo who provides follow-up medical care for several Japanese heart recipients who received transplants at UCLA and in Utah. Dr Yoshiaki Kita, an editorial board member of ProgrEss in TrAnsPlAnTATion, suggested that Dr Nunoda include a social worker and transplant coordinator in the meetings. Together with enthusiastic members of the Transplant Recipients International Organization's Japan chapter, a group of several hundred patients, family members, physicians, nurses, procurement coordinators, and the press met to learn about transplantation in the United States and the function of multidisciplinary transplant teams. Social worker roles are not well developed in hospitals and are not used in transplantation in Japan, but the interest in this role was evident; Wayne Paris fielded questions throughout the meetings in both Osaka and Tokyo.
Following these translated presentations, members of the audience asked questions through interpreters, and a dialog began that left each of us with a sense of awe. A feeling of cultural revolution was created, and we were proud to be participating in such a momentous event. The reception that followed this afternoon of exchange found us enjoying a wonderful meal with our new friends in Japan. Everyone took the microphone and pronounced their commitment to organ and tissue donation. Photographs were taken to help each of us preserve the enthusiasm, excitement, and courage we witnessed. At the end of the day, even the interpreter, who had been working for hours, was still smiling and reeling from the energy in the room.
The cherry blossoms were in full bloom during our stay in Tokyo and Osaka. They mark the beginning of spring in Japan. We strolled around the Imperial Palace Park with our Japanese colleagues, celebrating the joy of these blossoms in a festival known as Homani. This year, the blossoms may also represent another beginning: a culture and a courage that began a crusade for life.
